Generalized additive model (GAM) with spline smother was used to map AQoL from premorbid mRS, stroke severity, and/ or age group. The performance of the models was evaluated using mean absolute, mean squared errors (MAE and MSE) and R2. 10-fold cross-validation was implemented for model validation. The mapped baseline utility of AQoL-4D was used in the following models.
c) A complete case model with the utility value at 12 months as an output, group as an input, and pre-morbid mRS + stroke severity + age group as covariates; d) Sensitivity analyses for the unadjusted model using pattern-mixture models that confirm that there is no statistically significant difference between the groups for the plausible range of changes of a parameter that describes the departure from the assumed "missing-at-random" pattern.
Model 2:
a) A complete case model with the difference between utility value at 12 months and baseline mapped utility value as an output and group as an input; b) A complete case model with the difference between utility value at 12 months and baseline mapped utility value as an output and group as an input + stroke severity as a covariate; c) A complete case model with the difference between utility value at 12 months and baseline mapped utility value as an output and group as an input + stroke severity and age group as covariates; d) Sensitivity analyses for the unadjusted model using pattern-mixture models that confirm that there is no statistically significant difference between the groups for the plausible range of changes of a parameter that describes the departure from the assumed "missing-at-random" pattern.
Model 3:
a) A complete case model with the difference between utility value at 12 months and baseline mapped utility value as an output, group as an input, and baseline mapped utility value as a covariate; b) A complete case model with the difference between utility value at 12 months and baseline mapped utility value as an output, group as an input, and baseline mapped utility value + stroke severity as covariates; c) A complete case model with the difference between utility value at 12 months and baseline mapped utility value as an output, group as an input, and baseline mapped utility value + stroke severity + age group as covariates; d) Sensitivity analyses for the unadjusted model using pattern-mixture models that confirm that there is no statistically significant difference between the groups for the plausible range of changes of a parameter that describes the departure from the assumed "missing-at-random" pattern.
Model 4:
a) A complete case model with the utility value at 12 months as an output, group as an input, and baseline mapped utility value as a covariate; b) A complete case model with the utility value at 12 months as an output, group as an input, and baseline mapped utility value + stroke severity as covariates; c) A complete case model with the utility value at 12 months as an output, group as an input, and baseline mapped utility value + stroke severity + age group as covariates; d) Sensitivity analyses for the unadjusted model using pattern-mixture models that confirm that there is no statistically significant difference between the groups for the plausible range of changes of a parameter that describes the departure from the assumed "missing-at-random" pattern. (-0.062, (-0.030, 0.010) 0.042) *models 2 and 3 used the mapped baseline AQol utility to estimate the QALY gains over 12 month for each patient.
Results

Table I. Difference in utility values
PATIENT INITIALS
Residential address at 3 months*
Own h o u s e , f l a t -a l o n e
Own h o u s e , f l a t -wi t h f a mi l y / r e l a t i v e / f r i e n d 
2) LIVING ARRANGEMENT Pre-stroke residential address
Own h o u s e , f l a t -a l o n e
National Stroke ResearchInstitute
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PATIENT INITIALS
6) INPATIENT REHABILITATION ADMISSION
Case Report Form -Cost
General aids
Long handled aid 
15) INFORMAL CARE -3 MONTHS
Definition of Informal Carer: That person who is most closely involved in helping the person with stroke to live independently at home. Any assistance provided by an informal carer is over and above the assistance provided by any formal support service. A carer is usually a spouse or other member of the family but may be a friend or neighbour.
If the person with stroke needs help with any activities of daily living, the carer is the person who provides most of this help beyond that provided by any formal support services. Assistance that a carer may provide includes: help with community tasks (e.g. shopping, errands, appointments, transport); help with domestic tasks (e.g. house cleaning, garden maintenance, laundry, meal preparation, washing up); help with personal care tasks (e.g. bathing, toileting, transferring, walking indoors, feeding). Supervision of daily activities to ensure safety should also be included as care.
15a) OVER THE LAST WEEK, have you received any assistance with your daily activities from a carer as a result of the stroke?
Yes No This might include assistance with community tasks (such as help with your banking, paying your bills, shopping or transportation), assistance with domestic tasks (such as cooking and cleaning) or assistance with personal care tasks (such as bathing, toileting and feeding)
If the answer is NO, no further questions are required in this section
15b) If the answer is YES, OVER THE LAST WEEK did you receive any assistance with COMMUNITY tasks?
Yes No
Examples of assistance with community tasks include: banking and paying bills; errands such as posting letters or making appointments; transport to appointments or social occasions; shopping; your carer might also 'check up' on you by visiting or phoning.
If NO, go to question 15c)
If YES, can you estimate how many hours your carer spent helping you with these tasks during the last week?
PATIENT INITIALS 15c) OVER THE LAST WEEK did you receive any assistance with DOMESTIC tasks? Yes No
If NO, go to question 15d)
Examples of assistance with domestic tasks include: gardening; handyman tasks; grounds and home maintenance; housework such as laundry, cleaning, washing up; supervision of medication; supervision or assistance to walk outside.
15d) OVER THE LAST WEEK did you receive any assistance with PERSONAL CARE tasks? Yes No
Examples of assistance with personal care tasks include: eating; grooming; bathing; dressing; toilet use; help with incontinence pads; moving from bed to chair or chair to chair; walking inside the house including stairs.
If NO, you have finished the questions.
If YES, can you estimate how many hours your carer spent helping you with these tasks during the last week? 
Hours
16) INFORMAL CARE -12 MONTHS
16a) OVER THE LAST WEEK, have you received any assistance with your daily activities from a carer as a result of the stroke?
16b) If the answer is YES, OVER THE LAST WEEK did you receive any assistance with COMMUNITY tasks?
If NO, go to question 16c)
PATIENT INITIALS 16c) OVER THE LAST WEEK did you receive any assistance with DOMESTIC tasks? Yes No
If NO, go to question 16d)
16d) OVER THE LAST WEEK did you receive any assistance with PERSONAL CARE tasks? Yes No
Hours
End Case Report Form -Cost 
Supplementary document 3: Unit costs and valuation of costs
Unit costs for hospitalisation, rehabilitation, non-health sector costs and productivity costs Acute stroke hospitalisation costing: Unit costs for acute stroke hospitalisation for all countries at baseline were categorised by stroke severity, using the National Institute of Health Stroke Scale (NIHSS) to group patients into three severity levels: mild (0-7), moderate (8-16) and severe (>16). (1) , ( 2) It was assumed that severity as classified by the NIHSS was consistent with the stroke severity that corresponded to three levels of unit cost for acute hospitalisation. Length of Stay (LoS) together with stroke severity were used to estimate the cost of acute hospitalisation for Australia and New Zealand patients (i.e. the cost of acute hospitalisation was weighted by the LoS). LoS was taken as the difference between the date of hospital discharge and date of hospital admission (plus one day or not) in accordance with country-specific practice. For the other countries, only stroke severity was considered in the assignment of a unit cost to acute stroke hospitalisation due to insufficient health sector data.
Re-hospitalisation and rehabilitation costing:
Due to the diversity of causes for patients being readmitted to hospital after the index stroke, the average daily cost of hospitalisation for all disease conditions from individual countries in combination with LoS was used to gauge the cost of readmission for stroke-related causes, while the average cost for an emergency department visit was assigned whenever a patient was hospitalised for one day only. Similarly, the unit cost of rehabilitation hospital admission was taken from the national average cost for all disease conditions. The median cost was used where there was more than one unit cost identified for the same resource item.
Non-health sector costs: Unit costs of non-health sector resource items (e.g. community service, accommodation changes, special aids and equipment) were sourced on a country-specific basis from official websites or published literature where applicable. No unit cost was retrieved for home modification items since the cost of home modifications was generally reported in the Cost CRF.
Productivity cost: Lost productivity was valued based on a human capital approach using average earnings across all occupations up to normal retirement age. The average wage of a 4 professional carer was adopted to estimate the cost of informal care.
The currency of other countries was converted to AUD using the corresponding exchange rate.
The country-specific Consumer Price Index (CPI) from the health sector was employed to adjust costs not valued in the year of 2015.
All the unit costs from participating countries are summarised in Table I . 
Valuation of costs
For the ICER from a societal perspective, all the costs from health and non-health sector were summed together, including the productivity cost; for ICER of a health sector perspective, all the costs borne by healthcare system were counted (i.e. excluding non-healthcare costs and productivity cost).
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Supplementary document 4. Missing cost data analyses If any of the other variables were able to predict the missingness of a given variable representing resource use, the MAR assumption was deemed to be held true. More specifically, multiple imputations were used to replace the missing values (missing mRS, AQoL-4D data or cost categories) with plausible estimates, and generated 30 datasets.
Results were provided as pooled estimates of these sets. Identical analyses were carried out to estimate the incremental costs and benefits between groups on the basis of imputed data following the methods outlined in the statistical analysis section above. As the probability of all the resource use items being missing could be predicted by one or more of the other variables, it is likely that the Missing-at-Random (MAR) assumption could be held true.
(https://www.ssc.wisc.edu/sscc/pubs/stata_mi_decide.htm). Because VEM and UC were supplied by the same group of physiotherapists and nurses, the key difference was that a patient randomised to VEM received early rehabilitation within 24 hours of stroke onset and more out-of-bed mobilisation sessions of early mobilisation.
The total health practitioner (physiotherapist and nurses) time devoted to the delivery of the VEM and UC differed significantly, with the VEM group receiving substantially longer mean service time Supplementary document 6. Sensitivity analyses Generally, the difference in QALY gains between VEM and UC groups were fairly consistent across different methods. 
